Off-pump correction of coronary fistula: the single suture technique approach
INTRODUCTION
The coronary artificial fistulas are rare abnormalities of the coronary arteries, either congenital or acquired, in which occur a mixture of the venous and arterial blood inside the cardiac chamber, great vessel or other structure, thus, not going through the myocardial capillary circulation. Although they are rare pathologic conditions, occurring between 0.3% and 0.8% in angiographic series, they are the main congenital anomaly of the coronary arteries that alter the hemodynamic cardiac parameters. Dilation of the coronary artery is frequent, although the degree of dilation not always correlates with the shunt size [1, 2] .
The operation is indicated when clinical symptoms occur, such as cardiac insufficiency and myocardial ischemia, or the presence of a high flux fistula in an asymptomatic patient. Usually, the surgical correction is performed with the aid of cardiopulmonary bypass (CBP), however, the approach without ECC can be useful in selected cases [3] .
The authors describe the surgical correction of a coronary arterial fistula without using extracorporeal circulation, by means of an alternative technique, using a single suture for the exposition of the branches of the right coronary artery.
CASE REPORT
Child, 11 months-old, male, weighting 9.5 kg, presented symptoms of cardiac insufficiency functional class III of The New York Heart Association. The transthoracic echocardiogram evidenced a significant increase of the right coronary artery (6.5 mm) associated to the arterial fistula between the right coronary artery and the right ventricle, next to ring of the tricuspid valva. The cardiac catheterism confirmed the echocardiographic findings and also added the presence of aorta "stolen flow". 
Surgical technique
Following general anesthesia, the transesophagic echocardiogram transducer was placed as usual. After the sternotomy and the opening of the pericardial bag, it was identified an increase in diameter of the right coronary artery and the presence of an arterial fistula. The fistulous tract was identified by the fremitus situated on the cardiac diaphragmatic wall.
The heart was mobilized and a single suture of Mercilene® 2.0 wire was performed on the oblique sinus of A tourniquet was used in order to interrupt the flow through the coronary fistula after passing a stitch in "U", using a Mercilene® 2.0 wire with pledgets around the fistula (Figure 2) . Therefore, the behavior of the hemodynamic and do flow of the fistula were evaluated by the transesophagic echocardiography, being performed, afterwards, the definitive closure the tourniquet's own wire. A specific approach for the dilation of the coronary artery was not performed.
During the operation no hemodynamic instability was observed. The patient left the ICU and the hospital on the 1st and 7th postoperative day, respectively, after clinical 3.
The usage of a tourniquet followed by hemodynamic evaluation and echocardiographic confirmation of flow interruption through the fistulous tract, prior to the definitive procedure.
Therefore, the suggested technique is fast and less complex when compared to the surgery using ECC. It reduces the operation time, simplifies the procedure and can be a useful tool in the surgical correction of coronary fistulas. In addition, the described technique can motivate the practice of less invasive cardiac surgeries in these cases.
